The Fake Bad Scale (FBS [Psychol. Rep. 68 (1991) 203]) was created from MMPI-2 items to assess faking of physical complaints among personal injury claimants. Little psychometric information is available on the measure. This study was conducted to investigate the psychometric characteristics of the FBS using MMPI-2 profiles from six settings: Psychiatric Inpatient (N = 6731); Correctional Facility (N = 2897); Chronic Pain Program (N = 4408); General Medical (N = 5080); Veteran's Administration Hospital Inpatient (N = 901); and Personal Injury Litigation (N = 157). Most correlations of the FBS and raw scores on the MMPI-2 were positive with correlations among the validity scales being lower than correlations among the clinical and content scales. The FBS was most strongly correlated with raw scores on Hs, D, Hy, HEA, and DEP. When the more conservative cutoff of 26 was used, the FBS classified 2.4-30.6% of individuals as malingerers. The highest malingering classification was for the women's personal injury sample (37.9%) while the lowest was among male prison inmates (2.3%). Compared to men, in most samples, almost twice as many women were classified as malingerers. The results indicate that the FBS is more likely to measure general maladjustment and somatic complaints rather than malingering. The rate of false positives produced by the scale is unacceptably high, especially in psychiatric settings. The scale is likely to classify an unacceptably large number of individuals who are experiencing genuine psychological distress as malingerers. It is recommended that the FBS not be used in clinical settings nor should it be used during disability evaluations to determine malingering.
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When I am cornered I tell that portion of the truth which is not likely to hurt me FBS score for the psychiatric inpatients was 19.1 for women and 16.9 for men, the authors find that a cutoff score of 20 correctly classified 96% of the "diagnosed malingerers" and 79% of the medical simulators. No further analyses were conducted. The authors of the FBS did not develop "norms" for the scale, that is, they did not provide standard T-scores as are available for most MMPI-2 scales (Butcher et al., 2001 ). Instead, Lees-Haley (1997) reported a base rate for 492 personal injury plaintiffs drawn from what is presumed to be his private forensic practice. The mean FBS score for this group is 20.8 ± 6.7 (Lees-Haley, 1997). Means were not reported separately for men and women. Lees-Haley et al. (1991) originally recommended a cutoff of 20 as a sign of malingering physical complaints but indicated that the scale might overpredict malingering in samples of mental health patients and cautioned against such use (Lees-Haley et al., 1991) . Most of the original analyses were conducted on combined samples of men and women. However, Lees-Haley (1992) suggested that there might be gender differences operating on the scale and recommended using a cutoff score of 24 for women before malingering is considered. Lees-Haley et al. (1991) also suggested that the FBS had utility in detection of faked Post Traumatic Stress Disorder (PTSD), based on a study comparing a group of 55 "pseudo-PTSD" patients who claimed to be suffering a disabling psychological injury as a result of an implausible experience, with a control group. All of the "pseudo-PTSD" patients had PTSD scale scores (PK) and (PS) greater than T = 65. The control group included 64 consecutively referred personal injury claimants who reported psychological injury and who scored less than T = 60 on PK and PS. The authors found that a score greater than 24 in men and a score greater than 26 in women was effective in identifying spurious PTSD (Lees-Haley, 1992) .
The present study undertakes a review of the FBS and an empirical evaluation of the scale's psychometric functioning in populations of personal injury litigants, chronic pain patients, general medical and psychiatric inpatients, Veteran's Administration patients, and correctional cases. The three main goals of this study were: (1) to evaluate the internal structure of the FBS to get a better idea of the nature of a theoretical construct or constructs that underlie its structure; (2) to investigate the empirical relationships of the FBS to other MMPI-2 measures in order to obtain a clearer idea of what the scale measures; and (3) to evaluate the proportion of individuals classified as somatic malingerers by the FBS.
Research samples
In order to determine how the FBS performed psychometrically, several research samples were obtained that possessed different characteristics depending upon the population from which they were drawn. It was desirable to obtain a number of diverse samples to examine the FBS in a broad range of cases.
Four of the six samples used in this study were obtained from the National Computer Systems (NCS) MMPI-2 archival files. The original database consisted of the MMPI-2 profiles scored by NCS between 1990 and 1996. A total of 119,672 cases were available for this study. Initially, cases which were outside the range of traditional validity indices were excluded from the data set based on the following validity criteria: A Cannot Say score was equal or greater than 30; F or F(b) was equal or greater than T 110; VRIN or TRIN were equal or greater than T 100; and L or K were equal or greater than T 80. A total of 8.61% or 10,881 cases were removed. This left a refined sample of 108,791 cases from a variety of health, mental health, correctional, and personnel selection settings available to draw samples for the present study. The analyses conducted in this study were based on the following samples drawn from this larger pool: Psychiatric Inpatient (N = 6731); Correctional Facility (N = 2897); General Medical (N = 5080); and Chronic Pain Program (N = 4408).
The Veteran's Administration Hospital Patients sample consisted of psychiatric inpatients from a large, tertiary care, VA Medical Center. All of the VA patients who were administered an MMPI-2 as part of an inpatient psychiatric admission were considered for inclusion in the study. Using the same validity criteria as in the NCS data cleaning procedures, from the initial pool of 1394 potential participants, 436 (36%) were considered invalid. There were 901 veterans included in the subsequent analyses.
The sample of Personal Injury Litigants consisted of 157 individuals who were being evaluated in the context of an ongoing forensic evaluation. The sample was compiled for an empirical study of personal injury litigants by Butcher (1997) . Nine forensic practitioners from a variety of settings were asked to provide MMPI-2 profiles obtained from their clients as part of forensic (personal injury) evaluation.
Results
Several analyses were conducted in order to appraise the psychometric performance of the FBS in a diverse range of clinical and correctional cases. In the analyses that follow, we will first examine the internal consistency estimates conducted using each sample to determine whether the FBS is represented by a single, homogeneous dimension, as indicated by coefficient alpha (Cronbach, 1951 )-a characteristic that is thought to be important for personality scales that purport to measure unitary dimensions. Next, we will examine the interrelationships between the FBS and other MMPI-2 measures in order to evaluate the extent to which this scale addresses characteristics measured by other MMPI-2 scales, particularly whether the FBS is related to other "malingering" measures and whether it is highly associated with some forms of MMPI-2 measured psychopathology. Finally, we will evaluate the classification rates of FBS across six research samples to determine if there are setting-specific factors found to be associated with the predictive performance of FBS scores.
FBS: internal consistency
Internal consistency estimates were obtained from each of the samples included in the study. This analysis was conducted because the FBS was originally developed by a rational scale construction method. Therefore, evaluating scale homogeneity is an important consideration in determining whether the scale is unidimensional or multidimensional in the item make-up. The alpha coefficients of the FBS and the MMPI-2 validity, clinical, and content scales ranged from .47 to .85 (see Table 2 ). Overall, although the scale contains a heavy representation of somatic items, the alpha coefficients suggest that the FBS does not measure a single dimension but is more complex being comprised of several item subgroups. The coefficients tend to be slightly lower for women than for men.
It is worth noting that in the comparisons described above, the personal injury sample has the highest alpha values. However, this does not mean that "somatic malingering" is assessed by the FBS. An alpha of .8 may simply mean that people in this population consistently report somatic symptoms, which in itself does not mean they are malingering.
FBS: relationship to MMPI-2 scales
The FBS does not appear to be assessing characteristics found in the standard MMPI-2 validity scales as well as it does the clinical syndromes addressed by the MMPI-2 clinical scales. The item overlap between the FBS and the standard "fake bad" MMPI-2 scales, F, F(b), and F(p) scales, is minimal, only about one to four items (see Table 3 ). Also, the intercorrelations of the FBS with the MMPI-2 validity scales are small to nonexistent (see Table 4 ). This suggests that the items contained on the FBS are generally not those that are rare or infrequently endorsed by the general population or the mental health samples. Therefore, responses on the FBS cannot be viewed as reflecting the same test-taking strategy that underlies the infrequency-type scale developed by Hathaway and McKinley (1943) .
The items on the FBS appear to measure mostly somatic symptoms that are associated with measures of psychologically based symptom disorders. For example, some items (e.g., Items 28, 39, 59, 111, 176, 57, 117, 152, 164, 224, 249, 255 D 4 18, 31, 39, 248 Hy 14 11, 18, 31, 39, 40, 44, 110, 58, 81, 152, 164, 176, 224 18, 28, 44, 59, 11, 117, 164, 176, 224, 249, 469, 325, 31, 496, 464, 506) are usually viewed as indicators of somatic problems and not necessarily somatic malingering. As shown in Table 3 , the FBS has a considerable item overlap (almost 1/3 of the items) with the three scales that measure health concerns or physical symptoms-two clinical scales (Hs and Hy) and one content scale (HEA). The FBS has minimal item overlap with other MMPI-2 clinical and content scales that assess mental health problems. For example, there are only seven items in common with the Sc scale and the four items in common with the Pt scale (see Table 3 ). The FBS developers have not demonstrated that high-scoring persons have false claims of physical symptoms-only that they have reported a number of physical symptoms. As shown in Table 4 those validity scales with each other (see Table 4 ). The FBS most strongly correlated with Hs, D, Hy, DEP, and HEA further suggesting that the FBS has a stronger association with psychologically based symptom disorders than traditional measures of malingering. Thus, a high score on the FBS can simply mean that the client is experiencing health or mental health problems.
R E T R A C T E D

FBS: classification of "somatic malingering"
The FBS appears to overpredict malingering in clinical and forensic samples. The classification rates for various clinical populations using different cutoff scores are provided in Table 5 . When the more conservative cutoff of 26 was used, the FBS classified 2.4-30.6% of individuals as malingerers. The highest malingering classification was for the women in the personal injury sample (37.9%), while the lowest was among male prison inmates (2.3%). Compared to men, almost twice as many women were classified as "malingerers." Even when the most conservative cutoff of 26 is used, in five out of six samples or 11% of individuals are classified as "malingerers." The exception was the correctional sample where there was a cutoff of 26 predicted only 2.3% classified as "malingerers." Such a low percentage is unusual 
R E T R A C T E D
because one would expect at least an equal percentage of malingerers in the correctional setting (i.e., individuals in a correctional settings should have just as many reasons to malinger as individuals in other samples). Further, the "assessed malingering rate" in the VA sample suggests that the scale is not accurately assessing pseudo-PTSD since the base rate of genuine PTSD in VA settings should be greater than in other settings given the high rate of traumatic experiences associated with military service.
Discussion
The analyses presented in this study show that the FBS is not a psychometrically sound measure of somatic malingering but is more associated with the expression of psychopathology in which physical symptoms are experienced. The FBS does not reflect malingering in the way that other scales developed for the MMPI-2 do, such as F, F(b), and F(p). The scale also does not assess "extreme" or rare symptoms but appears to reflect the presentation of a number of physical complaints. Medical conditions that are chronic and manifest a broad range of symptomatic content (such as multiple sclerosis or neuralgia) are also likely to produce extreme elevations on the FBS and thereby be considered "malingering." Further, mental health patients who have psychologically based disorders or have a chronic medical condition are likely to have high FBS scores.
This study, as are those published earlier on the FBS, is limited by not having a clearly determined "malingered" and a clearly determined "nonmalingered" sample on which to verify the classification success. It is extremely unlikely, however, that the large number of general patients from the mental health, chronic pain, and personal injury settings used in the present study is in fact malingering as is suggested by the FBS.
Psychologists using elevations on the FBS to address the question of malingering will likely make judgment errors with respect to the veracity of the client's complaint pattern and may misdiagnose genuine disorders with which a broad symptom pattern of medical symptoms is associated. A review of the item overlap shows that the FBS is not addressing extreme endorsement patterns as do the F, F(b), and F(p) scales of the MMPI-2. Relatively few of the Lees-Haley F(b) items are infrequently endorsed by patients from a broad range of clinical settings. Further, the FBS has relatively low or even negative correlation with MMPI-2 validity scales associated with a fake good response set. These findings raise questions regarding the construct validity of the scale since the items were rationally selected to reflect both fake good and fake bad response sets (Lees-Haley et al., 1991) . The FBS is not a malingering measure, as we know malingering to be expressed through the MMPI-2 items through the endorsement of unusual items in an attempt to exaggerate symptoms. The FBS is not statistically associated with known faking measures on the MMPI-2, F, F(b), and F(p). Rather, the FBS simply reflects a broad pattern of somatic symptoms the client is endorsing that could be associated with a chronic illness pattern. Clients who score high on the FBS could be describing a pattern of symptoms consistent with chronic illness.
This scale also shows a bias toward classifying women as malingerers. The same cutoff score cannot be used for men and women. The use of the term bias in the context of MMPI-2 based prediction indicates that the predictor scale systematically under-or over-predicts criterion
in a particular group and/or the association between the predictor scale and criterion variable significantly differs between two groups (Arbisi, Ben-Porath, & McNulty, in press; McNulty, Graham, Ben-Porath, & Stein, 1997; Timbrook & Graham, 1994) . With respect to the FBS, there are substantially more women then men designated as malingerers at a particular cutoff score for all of the clinical groups examined. This finding suggests that the FBS differentially predicts malingering in women since there is no a priori expectation that women are more likely than men to malinger somatic symptoms and emotional distress. Simply increasing the cutoff scores for women does not alter the differential predictive validity of the scale or the strength of association between the scale and malingering. Consequently, the issue of gender bias associated with the FBS warrants further study and, until the issue is resolved, use of the FBS with women should be avoided. The FBS does not measure a single dimension as shown by the relatively low alpha coefficients. It is a heterogeneous measure including somatic complaints; sleep disturbance, tension/stress, low energy/anhedonia, and diverse deviant attitudes. The FBS is most strongly associated with Scales Hy, D, Hy, HEA, and D-scales which contain many physical symptoms.
A high percentage of patients from chronic pain or personal injury settings are considered to be "somatic malingerers" according to FBS. Even after excluding 31% of the veterans and using very conservative criteria based on standard validity indices, another 24% of veterans from the VA psychiatric inpatient setting are classified as malingerers using Lees-Haley's recommended cutoff score on the FBS for detection of spurious PTSD.
Based on the findings in the VA and psychiatric inpatient samples, an unacceptably high number of individuals are designated as malingerers, despite the fact that we culled out individuals from both samples who had a high likelihood of malingering based on established MMPI-2 validity scales. It does not make interpretive sense to use a malingering scale where one has to rule out genuine psychiatric illness, emotional distress, or somatic problems before it can be used. If the scale was designed to be used in populations undergoing litigation for personal injury claims, one would expect this population to be emotionally distressed and generally distraught.
There are potentially grave consequences for using the FBS in detecting both feigned PTSD and somatic malingering. These consequences are the direct result of the high percentage of false positives that are identified by the FBS. With respect to PTSD disability evaluations, individuals who have been traumatized and presenting with genuine symptoms of PTSD run the risk of further traumatization as a result of being inappropriately labeled as malingering based on an elevation on the FBS. This possibility is particularly troubling in the light of the higher rate of FBS-identified malingering in women. Many traumatized women may have previously experienced providers as unsupportive or invalidating when seeking treatment for either emotional or physical sequelae of the trauma. The perception of mental health professionals as unbelieving and invalidating has an obvious impact on the ability of the individual to form a therapeutic alliance and engage in effective therapy. The same issues arise when the FBS is used to detect malingering in chronic pain settings or during disability evaluations. An individual with a genuine physical disability and associated pain, who is erroneously confronted with their perceived lack of honesty based on an elevation on the FBS, is likely to feel discounted and confused. If nearly one third of the patients from a general medical setting are R E T R A C T E D deemed to be malingering and told so, the subsequent interactions with health care providers are likely to be irreparably harmed and may result in a large number of disgruntled patients. A patient may be understandably reluctant to bring up complaints or concerns related to his or her health when the last time he or she did so, he or she was not believed. The failure to share concerns or symptoms with a health care provider for fear that these concerns will be discounted or not believed will result in the failure to detect disease early and to delay effective intervention. The MMPI-2 is widely used in disability and personal injury evaluations because it is a well-validated and objective measure of psychopathology and contains validity scales that assess the test taker's approach to the instrument. The FBS does not meet the standards set by other MMPI-2 validity scales nor does it live up to the authors' claim that it can accurately detect malingering within the context of disability evaluations. Moreover, the FBS is not likely to meet legal criteria in forensic cases because of the lack of empirical validity and the low level of professional acceptance of it as a measure of malingering. Despite the understandable desire on the part of clinicians as well as defense and plaintiffs' attorneys for a means by which the wheat can be separated from the chaff with respect to personal injury claims, the FBS does not fit the bill because it greatly overestimates malingering in individuals with genuine psychiatric and psychological problems.
